Studies involving lesbian, gay, bisexual and transgender (LGBT) populations in developed countries report higher rates of substance misuse compared to their heterosexual counterparts (Green & Feinstein, 2012; Leonard et al., 2012; Pollock et al., 2012; Roxburgh, 5 Lea, de Wit, & Degenhardt, 2016) . A number of factors contribute to these higher rates of misuse (Herdt, 1997; Mullens, Young, Dunne, & Norton, 2011a; 2011b) . Alcohol, stimulants, and cannabis use have been historically embedded within gay subcultures (Mullens et al., 2011b;  venues continue to be places where lesbians and gay men have felt comfortable socializing together without fear of 20 stigma from the wider society (Jones-Webb et al., 2013; Mullens, Staunton, Debattista, Hamernick, & Gill, 2009) .
LGBT people also experience unique challenges related to discrimination and stigma (Pachankis et al., 2014) , victimization (Collier, van Beusekom, Bos, & Sandfort, 2013) 25 and physical abuse (Goldbach et al., 2014; Ignatavicius, 2013) that can negatively affect psychological well-being (see Flentje, Livingston, Roly, & Sorensen, 2015) , and for which some persons use substances to help cope Williamson, 2000) . It is well established that Q2 30 some of the most powerful institutions in society have historically rejected homosexuality, including various religions, health systems and the media (Meyer, 2013) .
LGBT persons commonly face a number of specific difficulties (see Leonard et al., 2012) . Some of these include 35 social stigmatization, rejection from families, minority stress and homophobic abuse (Barrett et al.,1995; Bontempto & D' Augelli, 2002; Kelly et al., 2015; Strodl et al., 2015; Thorpy et al., 2008) , which has also been associated with an increased risk of psychological and substance 40 use disorders (Chakraborty et al., 2011; Lyons & Hosking, 2014; Wright et al., 2000) . This is exacerbated by barriers to accessing mental health and substance treatment services (Cochran & Cauce, 2006; Kaufman et al., 1997; Staunton, 2007) . Experiencing anti-LGBT discrim- 45 ination has also been associated with increased frequency of unprotected sex (Jarama et al., 2005) .
To be effective, treatment must focus on and address cultural variables that influence onset, maintenance and relapse risk (Branstrom & van der Star, 2013; Flentje et al., 50 2015; Lombardi & van Servellan, 2000) , including specific LGBT issues. However, there has been an historical reluctance by alcohol and other drug (AOD) services to include sexuality within standard assessment tools, thereby underestimating the number of LGBT clients uti-55 lizing those services (Centre for Substance Abuse Treatment, 2001 ). This lack of recognition of LGBT clients within services can create indifference and inhibit cultural and organizational change to servicing the needs of this community. Negative or ambivalent attitudes towards 60 sexual diversity among some AOD counselors, and lack of sufficient inclusion of LGBT-specific issues, may also impact upon an LGBT individual's treatment (Eliason, 2000; Talley, 2013) .
Compounding challenges to LGBT access and engage-65 ment with AOD treatment services there is a large variation amongst LGBT individuals, and unique issues and processes regarding coming out, gender identity and stigma may also impact upon treatment (Lemoire & Chen, 2005) . As a result of these specific issues, LGBT 70 people may have unique treatment needs and these can be overlooked in more traditional AOD treatment programs (see Eliason & Hughes, 2004; Lombardi & van Servellan, 2000) . Consequently, failure to take sexual orientation and identity sufficiently into consideration may also have 75 a significant negative impact on the success of treatment (Hershberger & D' Augelli, 2000; Talley, 2013) . Previous studies have suggested a range of strategies to enhance an LGBT individual's access to health services. Initiatives should involve education of staff on LGBT 80 issues (Cochran, Peavy, & Cauce, 2007) , establishment of specialist services for LGBT in place of generalist services (Senreich, 2010) , inclusion of sexual orientation and more flexible gender options on intake forms (Eliason & Hughes, 2004) , and the development by services of sensitive policies and programs (Leonard et al., 2008) . Spector and Pinto (2011) recommend counselors and clinicians working in the alcohol and drug sector improve awareness and understanding of how dominant cultural beliefs and counter transference can impact the therapeu-90 tic relationship and treatment, for example substance use and HIV prevention. There is limited information, to date, available regarding the effectiveness of LGBT awareness training (e.g., Flavin, 1997; Hayes et al, 2004) or LGBTtailored treatment approaches (e.g., Green & Feinstein, 95 2012; Matthews et al., 2014) . Initial studies within health contexts have demonstrated positive impacts regarding LGBT staff training (Hardacker et al., 2014; Kalinoski et al., 2013) ; however, data regarding secondary impacts upon client engagement and clinical outcomes are limited. 100 It is well established in the general clinical and counseling literature, that clients who feel accepted and understood, and are receiving "more culturally sensitive health care" (Lombardi & van Servellen, 2000, p. 295) are more likely to engage with therapy and experience enhanced 105 treatment outcomes (Kelly et al., 2015; Talley, 2013) . Thus, the purpose of this study was to better understand overall staff attitudes and knowledge, and awareness of LGBT issues, across two state-wide alcohol and drug services within Australia -a government agency and a faith based 110 nongovernment agency. Specifically we sought to advance the following research questions: What are AOD treatment staff attitudes toward LGBT clients, familiarity with
LGBT issues, and awareness of organizational LGBT policies?; and Do staff at governmental and nongovernmental 115 AOD treatment services differ on LGBT attitudes, familiarity and awareness of organizational policies? Further, we sought to examine whether staff members of a religious affiliated organization may be more or less informed regarding LGBT issues than staff members of a govern-120 ment funded service; and the possible impact of religious affiliation on service delivery and staff attitudes (Hatzenbuehler, 2014; Meyer, 2013; White & Whiters, 2005) .
Method

Survey instrument
125
A survey was developed adapting and adopting a number of existing survey instruments that have previously been utilized to assess staff and organizational attitudes towards LGBT persons (Eliason, 2000; Gay and Lesbian Health Victoria, 2013; Herek, 1984) . The survey was divided into 130 four domains designed to measure staff: attitudes, experience/knowledge/familiarity, demographics and awareness of organization policies and procedures. In total, the survey included 62 questions.
Items for the Staff Attitudes section were adapted from 135 Herek's Attitudes Towards Lesbians and Gays (ATLG; Herek, 1984) , with an additional 10 items modified and added to include specific attitudes regarding bisexual and transgender persons in the measurement tool; and reviewed for acceptability among a focus group of AOD 140 professionals with experience in LGBT issues. Question responses used a 9-point Likert scale ranging from Strongly Disagree to Strongly Agree. Examples of questions used include: "Lesbians just can't fit into our society, " "Male homosexuality is a natural expression of sexu-145 ality in man, " and "God made man and woman: anything else is abnormal. " Questions in the "Attitudes" section were grouped regarding attitudes specifically regarding: gay, lesbians, bisexual and transgender people, to summarize views AOD staff may hold regarding one or more of 150 these subgroups. An additional question asked about the respondent's religious denomination or personal spiritual beliefs related to LGBT people. Along with reporting the mean response to individual items, a summary score was also calculated, with a possible score range from 20-180.
155
Cronbach α was 0.488 for the twenty items.
The Experience/Knowledge/Familiarity section included questions about the respondent's levels of comfort and familiarity with each of the four populations and knowledge of common issues for LGBT people.
160
Questions were drawn from a literature review of issues identified to influence substance use treatment for LGBT people (e.g., Center for Substance Abuse Treatment [CSAT], 2001; Eliason & Hughers, 2004; Staunton, 2007) . Responses used a 4 point Likert scale ranging from Not 165 at all Familiar to Very Familiar. Along with reporting the mean response to individual items, a familiarity-term summary score was calculated, with a possible score range from 4 to 16. Cronbach α was 0.698 for the four items.
170
Respondents were also asked about training or education focusing on issues relevant to LBGT persons. Examples of questions include: "How familiar are you with the term: transgender persons?, " "How familiar are you with the issue of: coming-out process?, " and "How familiar are 175 you with the issue of: heterosexism?. " Along with reporting the mean response to individual items, a familiarityissues summary score was calculated, with a possible score range from 13 to 52. Cronbach α was 0.921 for the 13 items.
180
The Organization Policies and Procedures section utilized the Sexuality & Gender Identity Organizational Audit produced by the Queensland Association of Healthy Communities (now the Queensland AIDS Council), which was originally derived from the Gay 185 and Lesbian Health Victoria Sexual Diversity Health Services Audit (Gay and Lesbian Health Victoria, 2013) . This section included 14 statements concerning organizational policies, procedures and staff competencies using a 5 point Likert scale ranging from Strongly Disagree to 190 Strongly Agree. Examples of statements were: "Your service displays pamphlets and posters with positive images, " "Your intake forms include gender-neutral options alongside standard terms, " and "Staff have had equity, diversity or awareness training which includes working with LGBT 195 people. " Along with reporting the mean response to individual items, a summary score was also calculated, with a possible score range from 0 to 96. Cronbach α was 0.929 for 24 items.
Staff demographics included age, gender, sexual ori-200 entation, childhood and current residence (to determine if respondents were from metropolitan, regional or rural areas), level of education, and number of years' experience in AOD.
A pilot study with 20 respondents was conducted at 205 a government AOD service in a metropolitan site (Brisbane, Australia) to determine the readability and acceptability of the survey, and minor adjustments were made accordingly.
Participants and recruitment
210
For this pilot study, two state-wide AOD organizationsthe state-wide government Alcohol and Drug Service operated by Queensland Health with district based programs dispersed across the State, and a non-government AOD service, DrugARM Australasia, with community 215 programs across Queensland and in adjacent states, participated in the recruitment of staff.
DrugARM Australasia is a not-for-profit organization founded upon Christian values and principles, with a stated aim to reducing harms associated with alcohol and 220 other drug use. DrugARM (Drug Awareness, Rehabilitation and Management) provides education, awareness, prevention, rehabilitation, street outreach and support programs targeting individuals, families and communities throughout New South Wales and Queensland and 225 South Australia.
Following ethical approval, each Health Service District in Queensland was approached and permission sought for paper based surveys to be distributed to all government AOD units (both hospital and community 230 based) within each of 15 health service districts. Surveys were forwarded to each AOD unit by mail, and then distributed to individual staff for anonymous selfcompletion. A total of approximately 300 government clinical and administrative staff were approached.
235
The same survey was converted to an electronic format on Survey Monkey and the link distributed to all staff and volunteers of the non-government AOD agency, DrugARM. Approximately 150 non-government staff across 16 sites were approached.
240
A total of 65 AOD government staff from 15 Health Service Districts across Queensland (response rate 21.7%) completed the questionnaire over a one month period. From the city of Brisbane, 35 surveys were completed with the remaining 30 completed by workers employed 245 in regional and rural areas. Through DrugARM a total of 65 staff from 16 sites completed the questionnaire (response rate 43.3%). These included staff working in the National Office (Brisbane), the New South Wales State Office (Sydney), and vari-250 ous counseling, support and treatment programs. Two respondents were student volunteers.
Data analysis
Data were analyzed using SPSS19. Data (overall findings and aggregated by service type) were analyzed, with per- Table 1 provides a summary of self-reported participant characteristics based on site, regarding age, sex-270 ual orientation, region of residence (e.g., urban, regional, rural), and percentage of respondents reporting having had received "some training" or formal education focusing on issues relevant to LGBT clients. Among government service respondents, the majority 275 of respondents had worked in a health service profession for over 10 years (62.9%). The main occupation of government respondents was nursing (41.5%), psychology (15.4%) and social work (13.8%). The remaining positions evenly spread over a variety of roles including clinician, 280 manager, aboriginal health worker, counselor, administration officer, needle and syringe program worker, and mental health worker. This staff composition is generally reflective of the composition of roles within this government service.
Results
Demographics
285
Among NGO respondents, approximately a third had worked in drug and alcohol services for 1 to 5 years (33.9%) and 18.8% for 5 to 10 years. A third (33.1%) of NGO participants identified as "volunteers" with the remaining positions divided between non-clinical roles 290 (38.1%), education and training roles (13.1%) and clinical roles (15%), which is generally reflective of the composition of roles within this service.
Comparison of government and non-government services
295
There was a significant difference in the median age of government and non-government respondents (43 years vs. 32 years). Non-government respondents were more likely to be female, and most respondents in both organizations identified as heterosexual (9.2% and 6.5% of the 300 government and non-government sample, respectively, identified as homosexual; with inclusion of 7.7% and 6.5% identifying as "other" from each service, respectively). These estimates are higher than population estimates (Gates, 2011) . Education levels were similar, but with a 305 higher level of postgraduate qualifications within the government cohort. This may reflect the younger age and higher number of volunteers within the non-government sector.
A greater proportion of non-government respondents 310 (75.4%) resided in large urban areas than government (47.7%) with far fewer residing and working in rural areas (<10% of non-government respondents compared to 29.2% of government respondents). There was a greater dispersion of government respondents across regional 315 and rural areas. Almost a third of the nongovernment respondents were volunteers, a sub-set were non-clinical (38.1%) or engaged in education and training. Fewer non-government respondents compared to government respondents were clinical staff (15% vs. 70.7%). Gov-320 ernment clinical respondents comprised nurses (41.5%), social workers (13.8%) and psychologists (15.4%). Twice as many government workers than non-government workers reported some training on issues relevant to LGBT clients. a Based on a scale  = Strongly agree,  = Agree,  = Undecided,  = Disagree, and  = Strongly disagree.
Attitudes
The majority of both government and non-government AOD workers identified as supportive of LGBT persons, with a small number of respondents expressing negative views (see Table 2 ). The majority of respondents disagreed 330 with adverse statements towards LGBT persons. The results were more mixed when respondents were asked to consider statements concerning transgender persons, with more persons, both government and nongovernment undecided about the following statements: 335 "it is necessary to have clear distinctions between women and men, " "having only two sexes is limiting -transgender people are an expression of the continuum of gender. " Respondents from both groups were most unsure about the statement "All people are probably born bisexual. "
340
While there was a slightly higher rating of positive attitudes recorded amongst government respondents compared with non-government respondents, there were no statistical differences in mean scores, utilizing independent samples t-tests for comparisons (see Table 2 ). There 345 was only one attitude item where a significant difference was found. On this item, the need for firm distinctions between male and female, appeared to be more flexible amongst government respondents.
Although not statistically significant, the largest differ-350 ences in attitudes were on the following attitude items: "It is necessary to have clear distinctions between women and men" (0.68 mean difference) followed by "laws that regulate people's expression of gender should be removed" (0.54 mean difference), "lesbians just can't fit 355 into society" (0.46 mean difference) and "having two sexes is limiting …" (0.45 mean difference). Government participants were more likely to agree with all of these statements than non-government organization participants.
360
When asked to consider whether they were "comfortable" working with LGBT clients, all respondents stated that they were comfortable with Lesbian, Gay and Bisexual clients. However, 3.1% of government and 10.8% of non-government staff stated that they 365 were "not comfortable" working with transgender clients.
An overall majority of participants stated that LGBT clients should be "accepted completely, " according to their own personal religious beliefs (84.6% of both govern-370 ment and non-government respondents). However, 7.7% and 9.2% of government and non-government workers, respectively, responded that while LGBT people should be accepted, their behavior should be "condemned. " Further 6.2% and 0.0% of government and non-government 375 workers, respectively, felt that they were "sinful and immoral. "
Experience/skills/knowledge
When asked to consider their familiarity with a range of terms relevant to LGBT people, most AOD respondents 380 indicated that they were familiar (statistical comparisons were made utilizing independent samples t-tests, See Table 3 ). Government respondents were significantly more likely to be familiar with the term transgender persons, issues of substance misuse, domestic 385 partnership laws, power of attorney, coping strategies, homophobia, heterosexism, internalized homophobia and family issues. Familiarity with legal protection was significantly lower (p = 0.001) among government than non-government participants.
390
The largest differences in familiarity were on the following issues: the term "transgender persons" (0.39 mean difference), "gay-bashing/hate crimes" (0.20 mean difference), "substance misuse prevalence" (0.18 mean difference) and "internalized homophobia" (0.18 mean differ-395 ence). Government participants were more likely to be more familiar with these issues than non-government participants.
However, overall the mean scores for both groups indicated an uncertainty about most issues, particularly 400 those of a legal nature. Alpha reliability calculations were conducted regarding the 17 items comprising Table 4 ). However, with respect to bullying, use of gender-neutral terms (0.27 mean difference), personal definitions of "family, " confidentiality protection, inclusion of both same sex parents, and access to diversity training, government respondents 415 identified a significantly higher level of awareness of policies compared with non-government respondents.
Other items with the largest differences in awareness of policies between organizational and non-government organizations were: "inclusive language" (0.22 mean dif-420 ference) and "training to identify and address basic health issues that may particularly affect LGBT clients" (0.18 mean difference). Government participants were more likely to be familiar with these policies than nongovernment participants.
425
Discussion
This pilot study has provided a snapshot summary regarding self-reported LGBT attitudes, knowledge and awareness across two Australian AOD service types. This study found that the majority of respondents held accepting 430 attitudes towards LGBT clients, irrespective of service context, although respondents reported they were more unfamiliar with policies and procedures related to LGBT clients, and concepts such as 'gender identity' . Overall, there was strong concordance of knowledge, attitudes and 435 awareness between the government and non-government sector, which indicated that government and NGO staff did not markedly differ in their perspectives (i.e., illustrated by significant difference found in the mean summary attitudes, familiarity and awareness scores).
440
The majority of respondents, whether government or non-government, were supportive of LGBT persons. Responses were more mixed with respect to transgender people (though still highly supportive), with a greater percentage of government and non-government respondents 445 expressing uncertainty (24.6% and 30.8%, respectively) as to whether transgender persons are an "expression of the continuum of gender. " There was also a greater unfamiliarity by staff with issues of gender identity. This may translate to a level of discomfort or uncertainty for some 450 staff working with transgender clients. This finding is consistent previous research (Eliason, 2000) , which demonstrated limited knowledge and awareness regarding LGBT issues and needs.
The majority of staff (both government and non-455 government) identified personal religious and spiritual beliefs that were accepting of LGBT persons. However, approximately 8-9% held personal religious or spiritual beliefs that all LGBT behavior should be "condemned, " which warrant further attention. It is difficult to deter-460 mine from these self-reports whether this is an expression of personal belief or a statement of their particular religious affiliation's views towards sexual diversity. Overall, this study would suggest that the religious tradition of the non-government service did not contribute to sig-465 nificantly adverse responses towards LGBT clients, compared to government service affiliation. Nonetheless, a small minority of staff employed by both government and non-government services did declare negative religious views and this could have serious implications for client 470 access. Given the likelihood that one such staff member could be encountered during the client journey, the potential for negative personal or religious beliefs towards sexual and gender diversity to potentially harm a client's entire treatment experience cannot be underestimated. 475 Further research and staff training should seek to better assess such impact and organizational policies to mitigate these.
Familiarity with LGBT terms indicate that most staff do have a certain degree of awareness of these issues, 480 however, the results also show that there is a significant percentage of staff whom are not familiar. This was more pronounced for non-government respondents, which may reflect the higher proportion of respondents who were volunteers or operating in non-clinical posi-485 tions. In particular, legal issues relating to "power of attorney, " "domestic partnerships, " and "legal protection" were familiar to only a minority of participants. Similarly, transgender issues were familiar only to a minority of staff (over 40% were slightly and almost 30% not 490 at all familiar for both government and non-government respondents).
Most respondents demonstrated awareness of organizational policies and practices relating to LGBT clients. However, a significant percentage of both government 495 and non-government respondents were unsure or neutral. For almost every item, a higher proportion of nongovernment staff indicated they were unaware or unsure of organizational policies that may particularly affect LGBT clients (e.g., written access, anti-discrimination 500 or inclusive service policies). This greater uncertainty amongst the non-government respondents was especially apparent for policies relating to transgender persons and those of a legal dimension. Again, these differences may be reflective of the greater number of volunteer and non-505 clinical staff who responded from the non-government sector. However, the level of uncertainty by staff of both affiliation. There were demographic and occupational differences between the government and non-government respondent samples that may account for some of the variation in attitudes and knowledge (e.g., higher proportion of vol-530 unteers and non-clinical roles and younger age amongst the non-government sample). However, these characteristics are likely to be indicative of many non-government services as a typical reflection of the staff composition rather than sampling bias per se. This would also suggest 535 that the differences identified between the two services are indicative of this workforce composition rather than any underlying religious culture. Although based on service preference, methodological differences between staff completing with survey online (religious affiliated) ver-540 sus via paper-pencil format (government affiliated), may also have impacted response rates and trends; as well as discrepancies in geographical areas represented by each group.
Implications for research and practice
545
Further research should focus on a comparison of selfreported attitudes and knowledge among staff compared to client perceptions as well as the impact of LGBT staff awareness training on rates of client access and engagement with services, and treatment outcomes (Kalinoski 550 et al., 2013) . Greater consideration should be given of staff beliefs based on workplace role and other demographic features (e.g., rural versus metropolitan; older versus young) and differences in attitudes towards varied LGBT subgroups. Although this study focused primarily 555 on attitudes regarding sexual identity, including transgender clients, it will be important in future research to study attitudes regarding gender identity as distinct from sexual identify and orientation, to assist with identifying specific knowledge and training gaps (Lombardi & van Servellan, 560 2000) .
Utilizing a similar survey process with staff from other community and health services may assist to identify staff barriers to service access and utilization among LGBT, and identify areas to target to heighten awareness and 565 identify further training needs (Eliason, 2000) .
Findings from this study could be used to encourage AOD services to adopt and strengthen strategies that improve and promote LGBT access, engagement and satisfaction with such services; and further enhance health 570 staff knowledge, attitude and skills in screening, assessing and providing care to identified LGBT clients; and subsequently work towards improved AOD treatment outcomes for LGBT clients. Given that a small, but meaningful percentage of respondents noted personal, reli-575 gious and/or spiritual views stating that LGBT persons should be 'condemned' or are 'sinful' , this highlights the need for further diversity awareness training (Kalinoski et al., 2013) , and/or supervision to explore and address counter transference or other process issues, which may 580 be impacting upon the therapeutic relationship and treatment outcomes (Spector & Pinto, 2011) .
This study highlights the need for a systems approach to address access and engagement of LGBT communities with AOD services. A systems approach comprises 585 focusing on the interrelationship between the organization, teams/individuals and clients. Such a multifaceted approach builds the capacity and sustainability of organizations, whether government or non-government to address LGBT disparities in AOD use, and more broadly 590 associated discrimination and stigma. Further, it moves the focus of removing barriers from the individual to the organization (Skinner et al.,2005) .
A systems approach also recognizes the role or institutional policies and procedures in acting as a barrier 595 to LGBT AOD treatment seeking. Organizational/service level initiatives include organizational responsibility for developing teams sensitive to LGBT issues, employing staff experienced with LGBT issues, leading organizational change e.g., introduction of new or modified guide-600 lines, raising LGBT awareness, and alteration of office space to ensure that they are LGBT friendly (Skinner et al., 2005) . These factors all play a role in developing the capacity of organizations and their staff in addressing barriers to treatment and also in providing 605 effective AOD treatment for LGBT clients, and being mindful of unique socio-cultural features among LGBT (see Kelly et al., 2015; Lemoire & Chen, 2005; Mullens, Young, et al., 2009) , which can impact upon predisposing and maintaining factors regarding substance 610 misuse. Issues at an team/individual level include increasing awareness among AOD workers and clinicians of LGBT cultural and contextual issues associated with substance use and building the capacity of these teams to assess 615 associated harms (e.g., HIV) in a sensitive, respectful and non-judgmental manner (Stall & Purcell, 2000; Stevens, 2012) . One means of achieving this is by encouraging teams to ask more questions regarding patterns and contexts of substance use and to consider the thoughts, feel-620 ings and behaviors associated with the temporal sequence leading up to substance misuse and underlying psychosocial mechanisms (Bimbi et al., 2006; Mullens, Young, et al., 2009) .
Conclusion
625
Based on findings from the current study, the majority of AOD staff hold accepting self-reported attitudes towards LGBT clients. This study found few significant differences in attitudes and awareness of LGBT issues between government and non-government respondents, and a high 630 level of expressed support for LGBT clients. In addition, the religious tradition of the non-government service did not appear to contribute to these differences. However, within both the government and non-government service, the negative religious beliefs of a small minority of 635 staff could potentially affect the client's overall experience of treatment despite an organizationally supportive environment. This study confirms the need for organizations to take leadership in strengthening training for staff and improving service capacity to deliver LGBT friendly 640 AOD treatment practices and to ensure that LGBT supportive policy and practice is understood by all staff. In particular, there is scope for improvement in staff awareness of LGBT issues, particularly among a minority of staff and in relation to transgender clients; and 645 regarding organizational policies and procedures across government and non-government services relating to LGBT.
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